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ABSTRACT  
Purpose: Several markers of childhood adversity have been studied in relation to 
adolescent pregnancy. However, the majority of these studies have involved childhood 
maltreatment and the results have been mixed. Additionally, few studies have examined 
the link between childhood adversity and adolescent paternity. The objective of this study 
was to investigate the relationship between multiple adverse exposures during childhood 
and risk of adolescent pregnancy and paternity using a nationally representative sample.  
Methods: We used data from the Wave I and IV public-use datasets of the National 
Longitudinal Study of Adolescent Health (n=4,412). Logistic regression models were 
used to assess the association between childhood adversity (i.e., experiencing verbal, 
physical, or sexual abuse, parental incarceration or a family member suicide attempt 
during childhood) and the likelihood of becoming pregnant or causing a pregnancy at age 
19 or younger. 
Results: Among men, parental incarceration was significantly associated with adolescent 
paternity, with an odds ratio of 1.89 (95% CI 1.20-2.96). Among women, verbal abuse, 
sexual abuse, and parental incarceration were significantly associated with adolescent 
pregnancy. The odds ratios ranged from 1.46 (95% CI 1.07, 1.98) for verbal abuse to 1.84 
(95% CI 1.19, 2.84) for sexual abuse. 
Conclusions: Childhood adversity was associated with adolescent pregnancy and 
paternity. Findings from this study support the need for intervention efforts that focus on 
prevention of childhood adversity and provision of mental health services to those who 
have experienced traumatic events during childhood. 
 
  
3 
Healthy People 2020 includes a national objective to reduce pregnancies among 
adolescent females.1 Substantial progress has been made in reaching this goal: in 2008, 
the teen pregnancy rate in the United States was 67.8 pregnancies per 1,000 women aged 
15–19, the lowest level in 30 years.2 Despite dramatic declines, America’s teenage 
pregnancy rate continues to be one of the highest in the developed world.3 Additionally, 
adolescent paternity remains a major issue as well, although researchers have largely 
ignored the problem. Each year, over 175,000 American males ages 15 to 19 father a 
child,4 and approximately 15% of males ages 15 to 44 claim to have fathered a child as a 
teenager.5 Adolescent parenthood is associated with substantial consequences that impact 
the parent and the child. Adolescent parents are more likely to have reduced educational 
attainment, restricted economic opportunities, and poorer psychological functioning.6 The 
offspring of adolescent parents are at higher risk for abuse, neglect, and developmental 
delays, and are often raised in low-income homes.6,7,8 
The majority of studies on the link between childhood adversity and adolescent 
pregnancy have focused on girls and the relationship between exposures to childhood 
maltreatment and pregnancy during adolescence. In particular, maltreatment-related 
studies have shown a positive link between childhood verbal abuse and teen pregnancy9 
and between childhood physical abuse and teen pregnancy.9,10 However, studies 
evaluating the association between childhood sexual abuse and adolescent pregnancy 
have produced mixed results. For instance, some studies have described a strong, positive 
association between childhood sexual abuse and the odds of experiencing an adolescent 
pregnancy,9, 11,12  while others have found no statistically significant relationship.10,13 
Other adverse exposures, including parental incarceration, have not been extensively 
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studied in relation to adolescent pregnancy. The only study that examined the association 
between having an incarcerated household member and teen pregnancy found a 
significant, positive relationship between experiencing household incarceration and 
teenage pregnancy.14 In addition, only one prior study has focused on the relationship 
between exposure to multiple adverse childhood experiences (ACEs) (e.g. verbal abuse, 
physical abuse, sexual abuse, intimate partner violence, household substance abuse, 
mental illness in the household, incarcerated household member, and parental separation 
or divorce) and adolescent pregnancy.9 Findings from this study indicated that exposure 
to each adverse exposure independently is significantly associated with increased risk of 
adolescent pregnancy. This study also documented a positive, graded relationship 
between number of exposures and teen pregnancy. 
Although the literature remains sparse, it appears that several studies have 
examined the relationship between childhood adversity and teen paternity among 
adolescent boys. These studies have primarily focused on sexual abuse during childhood 
as a risk factor for paternity during adolescence. A recent meta-analysis of studies that 
evaluated the influence of sexual abuse on sexual risk behaviors among adolescent males 
in the United States found that sexually abused adolescents were approximately five 
times more likely than adolescents without a history of abuse to report causing a 
pregnancy.15  
The behavioral consequences of ACEs may explain the pathways that lead from 
childhood adversity to adolescent pregnancy involvement. Adolescents who have been 
physically or sexually abused have earlier ages at first intercourse and more sexual 
partners,16-18 and are more likely to use drugs or alcohol.16,19,20  In addition, adolescents 
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with an incarcerated family member have been shown to be likely to have sex at younger 
ages and have more sexual partners.21  Each of these behaviors increases the likelihood of 
a female’s risk of becoming pregnant as an adolescent.9 Furthermore, the relationships 
between childhood maltreatment and substance use problems are stronger in women than 
men,22,23 which may provide additional insight into the associations between childhood 
abuse and adolescent pregnancy involvement as well as those involving other adverse 
experiences. 
 Based on the prior research, several gaps in the literature remain. To our 
knowledge, the link between multiple types of childhood maltreatment and adolescent 
paternity has not been previously examined using a nationally representative sample. No 
studies have examined the association between having a family member who has 
attempted suicide and risk of adolescent pregnancy involvement. Adolescent paternity 
has also not been evaluated in relation to parental incarceration. Furthermore, a study 
utilizing data from the ACE Study10 has been the only study to examine the impact of 
cumulative exposures to ACEs on risk of teenage pregnancy involvement; however, the 
ACE Study lacks generalizability because the sample is composed of people who 
attended a primary care clinic in San Diego, California who are overwhelmingly older, 
college graduates, and non-Hispanic white. All of these gaps will be addressed in the 
current study.  
The present study (Figure 1) assesses the association between childhood adversity 
and risk of adolescent pregnancy involvement, with a particular focus on exposures to 
verbal abuse, physical abuse, sexual abuse, parental incarceration, and suicide attempts 
by family members. This investigation also evaluates whether these adverse exposures 
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are linked to early age at first intercourse, having more sexual partners, and binge 
drinking and drug use during adolescence, and examines the relations between these 
potential mediating factors and adolescent pregnancy involvement. It is hypothesized that 
exposure to adverse experiences during childhood is significantly associated with 
increased risk of adolescent pregnancy and paternity. It is also hypothesized that risk of 
teenage pregnancy involvement will increase in an incremental manner as exposure to 
ACEs increases (i.e. a dose-response relationship). Additionally, it is hypothesized that 
early age at first intercourse, having more sexual partners, and adolescent binge drinking 
and use of street drugs serve as intermediate factors in the relationship between ACEs 
and pregnancy involvement during adolescence. Finally, it is hypothesized that 
associations between the ACEs and adolescent pregnancy involvement will be stronger in 
women than men.  
For the sake of clarity, this study will refer to a male’s act of contributing to a 
pregnancy, regardless of the pregnancy outcome, as “fathering” a child. Also, it should be 
noted that the consequence of contributing to a pregnancy may be referred to as 
“adolescent pregnancy involvement,” which describes the outcome for both men and 
women. 
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Figure 1: 
 
METHODS 
Participants 
 Data for the current study came from the Wave I and IV public-use datasets of the 
National Longitudinal Study of Adolescent Health (Add Health), a 4-wave prospective 
cohort study of approximately 20,000 adolescents in the United States who were in 
grades 7-12 during the 1994-1995 school year. The first wave of Add Health data was 
collected from April to December 1995. During the fourth wave of follow up, data was 
collected between 2007 and 2008. The response rates for Waves I and IV were 78.9% 
and 80.3%, respectively. Additional details on the Add Health study design are available 
on the Internet.24 
  
8 
The sample for the current study (Figure 2) was limited to 5,113 Wave IV 
participants that had been followed up from Wave I. Participants without valid 
information on adverse childhood experiences (n=159), covariates (n=184), and 
mediators (n=358) were excluded (14% total missing), resulting in a final sample size of 
4,412. Subpopulations of males and females were analyzed separately; the sample sizes 
for each of the subpopulations were 1,967 and 2,445 for men and women, respectively. 
 
Figure 2: 
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Measures 
 Adolescent pregnancy involvement, the dependent variable for the study, was 
defined as an age of 19 or less for when a woman reported first becoming pregnant or an 
age of 19 or less for when a man reported first causing a pregnancy. The variable was 
constructed based on a Wave IV self-report of the year when each pregnancy of the 
participant had ended. The month and day for the pregnancy end date(s) were not 
available in the Add Health public-use dataset. Thus, August was selected as the month 
for when the pregnancy ended for all participants because the modal number of American 
births occur then25 and 15 was chosen as the day as a median time-point. The date when 
the pregnancy began was then determined based on the pregnancy end date, the outcome 
of the pregnancy, and national estimates of the average gestational period associated with 
each outcome. One month was defined to be 30.4 days. For live births by C-section or 
vaginal delivery, the gestational period was assumed to be 9 months (243.2 days).26 For 
the pregnancy outcome of stillbirth, the gestational period was assumed to be 7 months 
(212.8 days) since approximately half of stillbirths occur before 28 weeks of gestation.27 
For pregnancies ending in abortion, the gestational period was assumed to be 3 months 
(91.2 days) because abortion occurs most often in the first trimester of pregnancy.28 The 
gestational period for miscarriages was also assumed to be 3 months (91.2 days) because 
they are most likely to occur in the first trimester of a pregnancy as well.29 Finally, 
ectopic or tubal pregnancies are usually discovered by the eighth week of pregnancy,30 so 
this outcome’s gestational period was assumed to be 2 months (60.8 days). The 
gestational period for the outcome of each reported pregnancy was subtracted from the 
pregnancy end date to obtain a pregnancy start date, in number of days. The participant’s 
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date of birth was then subtracted from the date the pregnancy began. The number of days 
was divided by 365.25 days to get the age when the pregnancy began or age when the 
pregnancy was caused. Only the age for the earliest reported pregnancy or impregnation 
of a female was utilized for this study variable; all ages for the start of any additional 
pregnancies were dropped from the dataset. Additionally, it should be noted that there is 
considerable under-reporting of paternity among men, especially if the pregnancy or birth 
occurs outside of marriage and cohabitation.31 This under-reporting may affect the 
accuracy of the measurement of pregnancy involvement for men in this study. 
Verbal abuse, an independent variable for the study, was defined as the participant 
reporting at Wave IV any instance before a participant’s 18th birthday when a parent or 
other adult caregiver said things that really hurt his/her feelings or made he/she feel 
unwanted or unloved. 
 Physical abuse, an independent variable for the study, was defined as the 
participant reporting at Wave IV any instance before a participant’s 18th birthday when a 
parent or adult caregiver hit, kicked, or threw him/her down on the floor, into a wall, or 
down stairs. 
 Sexual abuse, an independent variable for the study, was defined as the participant 
reporting at Wave IV any instance before a participant’s 18th birthday when a parent or 
other adult caregiver touched the participant in a sexual way, forced the participant to 
touch him/her in a sexual way, or forced the participant to have sexual relations. 
 Parental incarceration, an independent variable for the study, was defined as the 
participant’s reporting at Wave IV that parents or parent figures had ever spent time in 
jail or prison. 
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 Family member suicide attempt, an independent variable for the study, was 
defined as the participant’s reporting that any of the participant’s family members had 
tried to kill themselves during the past 12 months before Wave I. 
An adverse childhood experience (ACE) score was constructed by adding the 
total number of individual ACEs that were reported. Four categories were created for the 
number of adverse events experienced (0, 1, 2, or >3). The purpose of this score was to 
evaluate the cumulative impact of exposure to multiple adverse experiences in childhood. 
 Three sociodemographic factors collected during Wave I of Add Health were 
included in the present study to adjust for potential confounding of the adversity-
adolescent pregnancy association. These factors included age, mother’s educational 
attainment, used as a proxy for childhood socioeconomic status, and race/ethnicity. 
Race/ethnicity is associated with a number of factors that may confound the relationship 
between childhood adversity and adolescent pregnancy involvement, including parental 
domestic violence,9,32,33 socioeconomic status,34,35 and family structure,36,37,38 so it was 
used as a risk marker in the analysis.  
Additionally, four other factors, binge drinking during adolescence, use of street 
drugs during adolescence, age at first intercourse, and number of sexual partners were 
included in the study as hypothesized mediators. Binge drinking during adolescence was 
defined as reporting at Wave I the consumption of five or more drinks in a row at least 2-
3 times per month over the past 12 months. This variable was constructed based on the 
typical definition of adolescent binge drinking, which is the consumption of five or more 
alcoholic drinks on at least one occasion in the prior two weeks.39 Street drug use was 
defined as reporting any instance when illegal drugs were used in the time period up to 
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Wave I. Age at first intercourse was defined as the participant’s reporting at Wave IV the 
age when he/she first had vaginal intercourse. Number of sexual partners was defined as 
the participant’s reporting at Wave IV the number of male or female partners he/she 
engaged in sexual activities with before he/she was 18 years old. 
  
Statistical Analysis 
 Descriptive analyses were conducted to obtain the prevalence of each 
characteristic for the study population. Weighted logistic regression models were used to 
explore the childhood adversity-adolescent pregnancy involvement relationship. First, the 
bivariate associations between each of the five childhood adversity measures and the 
adolescent pregnancy involvement variable were estimated. Next, a multiple logistic 
regression model was run, which included all of the childhood adversity variables, the 
potential confounders, and the adolescent pregnancy involvement variable.  
Mediation between the predictors and adolescent pregnancy involvement variable 
was then assessed using Baron and Kenny’s four-step method.40 Baron and Kenny argue 
that for mediation to occur, the following criteria need to be met: 1) the independent 
variable should be significantly associated with the dependent variable; 2) the 
independent variable should be significantly associated with the proposed mediator; 3) 
the proposed mediator should be significantly associated with the dependent variable; and 
4) the effect of the mediator remains significant after controlling for the predictor. Full 
mediation is supported if the predictor is no longer significant when the mediator is 
controlled. 
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We used logistic regression to examine the adjusted associations between each of 
the categories of ACE score (0, 1, 2, or >3) and adolescent pregnancy involvement. A 
linear trend test was conducted to evaluate whether the risk of teenage pregnancy 
involvement increased in a dose-response fashion as the category of exposure to ACEs 
increased.  
Stata version 13 (StataCorp, College Station, TX) was used to perform all of the 
analyses. Wave IV weights were applied to all of the analyses to ensure nationally 
representative estimates. Additionally, all models were run separately for men and 
women. 
 
RESULTS 
Characteristics of the Male and Female Subpopulations 
For the male respondents, the mean age at Wave I was 16 years old. Within the 
sample, 69% of the participants were white, and 35% of their mothers had received a 
high school diploma. Approximately 16% of the men reported binge drinking during 
adolescence, and 8% used street drugs. In addition, the mean age at first intercourse was 
17 years, and the mean number of vaginal intercourse partners by Wave IV for 
participants was 4. In terms of the prevalence of ACEs, 42% of the men reported verbal 
abuse, 18% physical abuse, 2% sexual abuse, 18% parental incarceration, and 4% family 
member suicide attempt. (Table 1). 
The female subpopulation was similar to the male subpopulation. Among women, 
the mean age at Wave I was 16 years old. Approximately 69% of the sample was white, 
and 35% of their mothers graduated from high school. Among participants, 9% engaged 
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in binge drinking during adolescence, and 9% used street drugs during that time. The 
mean age at first sex among this group was 17 years old, and the mean number of vaginal 
intercourse partners by Wave IV was 3. With regards to the prevalence of ACEs, 53% 
reported verbal abuse, 18% physical abuse, 7% sexual abuse, 18% parental incarceration, 
and 6% family member suicide attempt (Table 2).  
 
Table 1.  Characteristics of the Study Population (Men), National Longitudinal Study of 
Adolescent Health, 1994-1995 and 2008-2009a 
 Adolescent Paternity   
Characteristic 
Yes 
(n = 159) 
No 
(n = 1808) 
Total 
(n = 1967) 
% of total 8.5 91.5 100 
    
Demographic and Behavioral 
Characteristics 
   
Age at Wave I, mean (SE), y 16.2 (0.2) 16.0 (0.1) 16.0 (0.1) 
 
 Race/Ethnicity, % (n) 
Non-Hispanic White 
Non-Hispanic Black 
Hispanic 
Other 
 
 
 
47.0 (69) 
28.4 (54) 
7.0 (12) 
17.6 (24) 
 
 
71.4 (1168)  
12.8 (352) 
4.7 (80) 
11.1 (208) 
 
 
 
69.3 (1237) 
14.2 (406) 
4.9 (92) 
11.7 (232) 
Childhood SES    
Mother’s Educational 
Attainment, % 
Less than high school 
High school 
Some college 
College graduate 
 
 
 
38.2 (57) 
32.1 (46) 
18.9 (28) 
10.8 (28) 
 
 
 
16.0 (285) 
35.3 (593) 
19.2 (364) 
29.5 (566) 
 
 
 
17.9 (342) 
35.0 (639) 
19.2 (392) 
27.9 (594) 
 
Binge drinking during adolescence 
Yes 
No 
 
 
21.0 (31) 
79.0 (128) 
 
15.1 (261) 
84.9 (1547) 
 
15.6 (292) 
84.4 (1675) 
Used street drugs during 
adolescence 
Yes 
No 
 
 
 
12.3 (17) 
87.8 (142) 
 
 
7.6 (128) 
92.4 (1680) 
 
 
8.0 (145) 
92.0 (1822) 
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Age at first intercourse, mean (SE), 
y 
 
14.5 (0.2) 16.8 (0.1) 16.6 (0.1) 
Number of lifetime sexual partners, 
mean (SE), y 
 
7.1 (0.8) 3.5 (0.4) 3.8 (0.4) 
Adverse Childhood Experiences    
Verbal abuse 
Yes 
No 
 
 
51.0 (77) 
49.0 (82) 
 
40.6 (722) 
59.4 (1086) 
 
41.5 (799) 
58.5 (1168) 
Physical abuse 
Yes 
No 
 
 
22.1 (32) 
77.9 (127) 
 
17.2 (315) 
82.8 (1493) 
 
17.6 (347) 
82.4 (1620) 
Sexual abuse 
Yes 
No 
 
 
2.8 (5) 
97.2 (154) 
 
2.2 (38) 
97.8 (1770) 
 
2.2 (43) 
97.8 (1924) 
Parental incarceration 
Yes 
No 
 
 
32.4 (49) 
67.6 (110) 
 
16.2 (293) 
83.8 (1515) 
 
17.6 (342) 
82.4 (1625) 
Family member suicide attempt 
Yes 
No 
 
6.2 (10) 
93.8 (149) 
 
3.7 (62) 
96.3 (1746) 
 
3.9 (72) 
96.1 (1895) 
a Percentages are based on weighted data. 
 
Table 2.  Characteristics of the Study Population (Women), National Longitudinal Study 
of Adolescent Health, 1994-1995 and 2008-2009 a  
 Adolescent Pregnancy  
Characteristic 
Yes 
(n = 491) 
No 
(n = 1954) 
Total 
(n = 2445) 
% of total 20.3 79.7 100 
    
Demographic and Behavioral 
Characteristics 
   
Age at Wave I, mean (SE), y 15.8 (0.2) 15.9 (0.1) 15.9 (0.1) 
 
 Race/Ethnicity, % (n) 
Non-Hispanic White 
Non-Hispanic Black 
Hispanic 
Other 
 
 
 
58.2 (242) 
22.2 (160) 
5.4 (24) 
14.2 (65) 
 
 
 
71.4 (1234) 
12.2 (397) 
4.1 (78) 
12.2 (245) 
 
 
 
68.7 (1476) 
14.3 (557) 
4.4 (102) 
12.6 (310) 
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Childhood SES    
Mother’s Educational 
Attainment, % 
Less than high school 
High school 
Some college 
College graduate 
 
 
 
31.1 (144) 
38.4 (178) 
16.5 (86) 
14.0 (83) 
 
 
 
17.2 (319) 
34.4 (628) 
21.0 (409) 
27.4 (598) 
 
 
20.1 (463) 
35.2 (806) 
20.1 (495) 
24.7 (681) 
 
Binge drinking during adolescence 
Yes 
No 
 
 
11.2 (53) 
88.8 (438) 
 
 
8.1 (150) 
91.9 (1804) 
 
 
8.7 (203) 
91.3 (2242) 
 
Used street drugs during 
adolescence 
Yes 
No 
 
 
 
11.2 (50) 
88.8 (441) 
 
 
 
8.2 (141) 
91.8 (1813) 
 
 
 
8.8 (191) 
91.2 (2254) 
 
Age at first intercourse, mean (SE), 
y 
 
14.8 (0.1) 
 
17.1 (0.1) 
 
16.6 (0.1) 
 
Number of lifetime sexual partners, 
mean (SE), y 
 
4.3 (0.3) 
 
2.3 (0.1) 
 
2.7 (0.1) 
 
Adverse Childhood Experiences    
Verbal abuse 
Yes 
No 
 
 
63.7 (310) 
36.4 (181) 
 
 
50.4 (971) 
49.6 (983) 
 
 
53.1 (1281) 
46.9 (1164) 
 
Physical abuse 
Yes 
No 
 
 
24.7 (121) 
75.3 (370) 
 
 
15.9 (303) 
84.1 (1651) 
 
 
17.7 (424) 
82.3 (2021) 
 
Sexual abuse 
Yes 
No 
 
 
11.9 (63) 
88.1 (428) 
 
 
5.3 (112) 
94.7 (1842) 
 
 
6.7 (175) 
93.3 (2270) 
 
Parental incarceration 
Yes 
No 
 
 
27.5 (138) 
72.5 (353) 
 
 
15.4 (308) 
84.6 (1646) 
 
 
17.8 (446) 
82.2 (1999) 
 
Family member suicide attempt 
Yes 
No 
 
8.3 (37) 
91.7 (454) 
 
5.6 (106) 
94.4 (1848) 
 
6.2 (143) 
93.9 (2302) 
a Percentages are based on weighted data. 
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ACEs and the Risk of Adolescent Pregnancy Involvement 
 Among men, only parental incarceration was significantly associated with 
adolescent paternity in bivariate analysis (Table 3). The odds ratio was 2.47 (95% CI 
1.64, 3.71). The estimate weakened but remained significant when age, race, and 
childhood SES were included in Model 2. 
 Among women, verbal abuse, physical abuse, sexual abuse, parental 
incarceration, and family member suicide attempt were significantly associated with 
adolescent pregnancy in bivariate modeling (Table 3). The odds ratios ranged from 1.52 
for family member suicide attempt (95% CI 1.04, 2.23) to 2.39 for sexual abuse (95% CI 
1.59, 3.59). When the confounding variables were included, the associations between 
verbal abuse and adolescent pregnancy, between sexual abuse and adolescent pregnancy, 
and between parental incarceration and adolescent pregnancy were weakened but 
remained significant, while the associations with the other ACEs became non-significant.  
 
 
Table 3.  Men and Women: ORs for the Odds of Adolescent Paternity and Pregnancy, 
National Longitudinal Study of Adolescent Health, 1994-2008a 
 Adolescent Paternity  Adolescent Pregnancy 
Characteristic 
Model 1: 
Crude OR 
(95% CI) 
Model 2: 
Adjusted ORb  
(95% CI) 
Model 1: 
Crude OR 
(95% CI) 
Model 2: 
Adjusted ORb  
(95% CI) 
Adverse 
Childhood 
Experiences 
    
Verbal abuse 
No 
Yes 
 
1.00 [Referent] 
1.52 (1.00-2.31) 
 
1.00 [Referent] 
1.31 (0.84-2.04) 
 
 
1.00 [Referent] 
1.72 (1.30-2.27) 
 
1.00 [Referent] 
1.46 (1.07-1.98) 
 
Physical abuse 
No 
Yes 
 
 
1.00 [Referent] 
1.37 (0.89-2.11) 
 
1.00 [Referent] 
0.93 (0.60-1.42) 
 
1.00 [Referent] 
1.74 (1.32-2.31) 
 
1.00 [Referent] 
1.26 (0.91-1.75) 
Sexual abuse 
No 
 
1.00 [Referent] 
 
1.00 [Referent] 
 
1.00 [Referent] 
 
1.00 [Referent] 
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Yes 1.31 (0.47-3.67) 
 
0.63 (0.19-2.06) 2.39 (1.59-3.59) 
 
1.84 (1.19-2.84) 
Parental 
incarceration 
No 
Yes 
 
 
1.00 [Referent] 
2.47 (1.64-3.71) 
 
 
1.00 [Referent] 
1.89 (1.20-2.96) 
 
 
 
1.00 [Referent] 
2.09 (1.61-2.71) 
 
 
1.00 [Referent] 
1.46 (1.10-1.95) 
 
Family member 
suicide attempt 
No 
Yes 
 
 
1.00 [Referent] 
1.72 (0.79-3.77) 
 
 
 
1.00 [Referent] 
1.22 (0.48-3.13) 
 
 
 
1.00 [Referent] 
1.52 (1.04-2.23) 
 
 
 
1.00 [Referent] 
1.22 (0.80-1.85) 
 
Potential 
Confounders 
    
Age  1.03 (0.91-1.17)  0.93 (0.87-1.00) 
     
Race/Ethnicity 
Non-Hispanic 
White 
Non-Hispanic 
Black 
Hispanic 
Other 
  
1.00 [Referent] 
 
3.24 (2.09-5.05) 
 
1.63 (0.73-3.68) 
1.81 (1.06-3.09) 
 
  
1.00 [Referent] 
 
2.11 (1.55-2.86) 
 
1.27 (0.69-2.36) 
1.11 (0.75-1.65) 
 
Childhood SES     
Mother’s 
Educational 
Attainment 
Less than 
high school 
High school 
Some 
college 
College 
graduate 
 
  
 
 
1.00 [Referent] 
 
0.40 (0.26-0.62) 
0.46 (0.27-0.80) 
 
0.18 (0.10-0.32) 
 
  
 
 
1.00 [Referent] 
 
0.67 (0.48-0.94) 
0.48 (0.33-0.68) 
 
0.34 (0.22-0.51) 
 
Abbreviations: CI, confidence interval; OR, odds ratio; SES, socioeconomic status. 
a ORs are based on weighted data. 
b Adjusted for age, race/ethnicity, and childhood SES. 
 
 
Evaluation of Potential Mediation Effects  
 Among the male subgroup, age at first vaginal intercourse partially mediated the 
pathway between parental incarceration and adolescent paternity. Among the female 
subpopulation, number of sexual partners was found to partially mediate the pathways 
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between verbal abuse and adolescent pregnancy, between physical abuse and adolescent 
pregnancy, between sexual abuse and adolescent pregnancy, and between parental 
incarceration and adolescent pregnancy. Age at first intercourse was observed to be a 
partial mediator between verbal abuse and adolescent pregnancy, between physical abuse 
and adolescent pregnancy, between sexual abuse and adolescent pregnancy, and between 
parental incarceration and adolescent pregnancy. Age at first intercourse was also found 
to fully mediate the relationship between family member suicide attempt and adolescent 
pregnancy; however, number of sexual partners was not a likely mediator in this 
pathway. Binge drinking and use of street drugs were not observed to be mediators of any 
of the relationships in women (data for mediating effects is not shown).  
 
Assessment of Associations as the ACE Score Increases  
The test for linear trend demonstrated that among males, there was no significant 
relationship between the category of exposure to ACEs (0, 1, 2, or >3) a participant had 
experienced and the risk of fathering a child during adolescence. In contrast, among 
females, there was a significant, linear trend between the ACE categorical score and the 
likelihood of adolescent pregnancy. For each increase in the category of exposure to 
ACEs, there were 1.44 (95% CI 1.28, 1.63) times the odds of adolescent pregnancy 
(linear trend data not shown).  
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Table 4.  Men: ORs for the Odds of Adolescent Paternity by Categories of Exposure to 
ACEs, National Longitudinal Study of Adolescent Health, 1994-1995 and 2008-2009a  
  Adolescent Paternity 
Categories of Exposure to 
ACEs 
%b Adjusted ORc 
(95% CI) 
0 6.07 (58) 1.00 [Referent] 
1 9.62 (54) 1.48 (0.93-2.35) 
2 10.38 (29) 1.41 (0.81-2.46) 
>3 15.94 (18) 2.03 (0.96-4.30) 
Abbreviations: CI, confidence interval; OR, odds ratio; ACEs, adverse childhood 
experiences. 
a ORs are based on weighted data. 
b Percent of those with the listed number of ACEs who contributed to a pregnancy during 
adolescence (n) 
c Adjusted for age, race/ethnicity, and childhood SES. 
 
 
 
 
Table 5.  Women: ORs for the Odds of Adolescent Pregnancy by Categories of Exposure 
to ACEs, National Longitudinal Study of Adolescent Health, 1994-1995 and 2008-2009a  
  Adolescent Pregnancy 
Categories of Exposure to 
ACEs 
%b Adjusted ORc 
(95% CI) 
0 14.49 (129) 1.00 [Referent] 
1 18.88 (164) 1.30 (0.96-1.75)  
2 25.96 (110) 1.95 (1.42-2.67) 
>3 38.04 (88) 3.08 (2.09-4.53) 
Abbreviations: CI, confidence interval; OR, odds ratio; ACEs, adverse childhood 
experiences. 
a ORs are based on weighted data. 
b Percent of those with the listed number of ACEs who experienced a pregnancy during 
adolescence (n) 
c Adjusted for age, race/ethnicity, and childhood SES. 
 
DISCUSSION 
 The current study examined the effect of experiencing adverse childhood events 
on later adolescent pregnancy and paternity. The main finding of the study was that 
adversity in childhood was strongly associated with a woman’s likelihood of becoming 
pregnant as an adolescent yet was minimally associated with a man’s likelihood of 
impregnating a woman during adolescence. In particular, among women, verbal abuse, 
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sexual abuse, and parental incarceration were shown to significantly increase risk of 
adolescent pregnancy in an adjusted model. However, among men, the only significant 
association between an adverse event and adolescent paternity was observed among those 
who had an incarcerated parent. Furthermore, a significant dose-response link between 
the categorical number of ACEs experienced and adolescent pregnancy involvement was 
observed solely in women. Women who experienced one adverse event had 44% times 
the odds of becoming pregnant during adolescence than women who had not experienced 
any adverse event. In addition, age at first intercourse and number of sexual partners were 
found to mediate the relationships between verbal abuse and adolescent pregnancy, 
between physical abuse and adolescent pregnancy, between sexual abuse and adolescent 
pregnancy and between parental incarceration and adolescent pregnancy. Age at first 
intercourse was also found to mediate the relationship between family member suicide 
attempt and adolescent pregnancy. Among men, age at first intercourse was observed as a 
mediator between parental incarceration and adolescent paternity. 
 Findings indicating that childhood adversity is strongly linked to risk of 
adolescent pregnancy are consistent with the literature. Prior reports indicate that child 
verbal abuse, physical abuse, sexual abuse, and parental incarceration have been shown 
to be significantly associated with pregnancy during adolescence.9,10,11,12,14 This may be 
related to the fact that ACEs have been shown to increase the frequency of risky sexual 
behaviors related to adolescent pregnancy, such as younger age at first intercourse, high 
numbers of sexual partners, and lack of use of birth control.41 Involvement in earlier, 
unprotected sexual activity with a greater number of partners may be in response to 
feelings of low self-esteem and powerlessness in relationships.42 Among men, the 
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significant association between parental incarceration and adolescent paternity may be 
explained by the same reasons.  
Furthermore, gender differences in relation to the strength of the associations 
between men and women for all of the predictors align with the study’s original 
hypothesis. Stronger associations among women may have occurred because women who 
experienced child abuse have been shown to have increased risk of developing substance 
abuse problems,22,23 which are associated with higher risk of adolescent pregnancy and 
can also place them at increased risk of engaging in high-risk sexual behavior. Statistical 
relationships may also be weaker among men due to the smaller sample size among 
males. 
 In light of these findings, it is important to note the limitations and strengths of 
the study. The measure of paternity among men is subject to error based on self-report. A 
substantial proportion of men may under-report pregnancies and births if the pregnancy 
or birth occurred outside of cohabitation and marriage31 or if the pregnancy ended in an 
outcome other than live birth, such as abortion.43 Men may also have contributed to 
pregnancies of which they were unaware. In addition, response and recall bias may be 
present in the study for both men and women reporting ACEs. Participants may have 
intentionally (due to stigma or desire to not acknowledge the traumatic event) or 
unintentionally misreported the presence of an ACE. Furthermore, the study did not 
evaluate the ages when exposure to the ACEs occurred. Thus, we are unable to establish 
whether the exposure occurred prior to the adolescent pregnancy. Despite these 
limitations, the study has a number of strengths. For one, this study is the first to our 
knowledge to examine the outcome of adolescent paternity in relation to multiple markers 
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of childhood adversity using a nationally representative sample. It also appears to be the 
first to assess the relationship between experiencing suicidal behavior in the family and 
adolescent pregnancy. In addition, age, race, and maternal education were adjusted for in 
the analyses to account for potential confounding. 
 In sum, findings from the current study suggest that experiencing traumatic events 
during childhood increases the odds of adolescent pregnancy involvement. Given the 
large numbers of adolescent parents and the consequences of adolescent parenthood on 
the parents themselves, their children, and society, this study has significant implications 
for public health programmatic efforts. Interventions should be aimed toward prevention 
of adverse childhood experiences and provision of mental health services for those who 
have experienced childhood adversity. Further research into the gender differences in the 
risk of adolescent pregnancy involvement and factors that mediate the relationships must 
also be identified in order to better understand and address the issue. 
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